In 2012, New Hampshire nurse practitioners (NPs), along with Anthem Blue Cross/Blue Shield, formed the first Patient Centered Shared Savings Program in the nation, composed of patients managed by nurse practitioners employed within NP-owned and operated clinics. In this accountable care organization (ACO), NP-attributed patients were grouped into one risk pool. Data from the ACO and the NP risk pool, now in its third year, have produced compelling statistics. Nurse practitioners participating in this program have met or exceeded the minimum scores for 29 quality metrics along with a demonstrated cost-savings in the first 2 years of the program. Hospitalization rates for NP-managed patients are among the lowest in the state. Cost of care for NP-managed patients is $66.85 less per member per month than the participating physician-managed patients. Data from this ACO provide evidence that NPs provide cost-effective, quality health care and are integral to the formation and sustainability of any ACO.
NURSING ADMINISTRATION QUARTERLY/JANUARY-MARCH 2017
NP-owned offices from participation in these programs.
Although the original concept of Shared Savings Programs was designed for Medicare and Medicaid recipients, similar programs and their subsequent ACOs have expanded into the private sector as well. Since the passage of the Patient Protection and Affordable Care Act, more than 744 private sector ACO programs exist today. 3 Major insurers such as Cigna, United, Blue Cross/Blue Shield, and Aetna, along with hospitals such as Dartmouth-Hitchcock and Partners HealthCare in Boston, Massachusetts, have jumped into the ACO arena. 4 While there is debate as to the successfulness and sustainability of these organizational structures (given the costs associated with their formation and maintenance), it appears that they are not disappearing anytime soon. Insurers continue to encourage the formation of ACOs, operating under the premise that providers and institutions will participate in ACOs, meet quality metrics, and reduce overall cost of care if financial incentives are provided. Institutions, physicians, NPs, and physician assistants (PAs) must find ways to optimize participation in these evolving ACOs.
DEFINING ACOs
Multiple definitions have been proposed to explain the concept of an ACO. For this article, an ACO is a group of health care providers (physicians, NPs, and PAs) who come together voluntarily with patients, hospitals, and payers to provide coordinated, costeffective, and evidence-based quality health care to a defined population. Hospitals and providers participating in an ACO are charged with accepting full responsibility for the management (including minimizing cost while meeting health care needs) of a defined patient population. 5 Shared savings programs and ACOs are based on the premise that by incentivizing systems and providers to manage the health of a population, the costs of health care will decrease. It is postulated that providers with vested financial interest will be more likely to avoid ordering unnecessary tests, inappropriately sending patients to the emergency department (ED), or admitting patients to a higher level of care than needed. Accountable care organization and their participating providers who meet predefined quality criteria and metrics while demonstrating costsavings will receive a percentage of the costsavings. 5 In many cases, the shared cost savings could be significant. Conversely, financial risks to ACOs not meeting metrics can also be substantial. Depending upon the type of ACO and the contract negotiated, some ACOs could be responsible for reimbursing the insurer when quality and cost-savings are not realized. While it is beyond the scope of this article to define all prerequisites to form an ACO, in general ACOs must have a separate legal structure, a governance board composed of providers and administrative staff, and at least 5000 eligible or attributed patients in a given performance year. They must also agree to at least a 3-year participation period. 6 Gynecologists guidelines, and annual wellvisits for select adults and children. Providers are evaluated on improvement of the quality metrics from the initial score card to closing scores at the end of the year-long reporting period. Utilization of EDs, hospital admission rates, and use of branded versus generic medications are also included in the metrics (B.
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Manter, e-mail communication, September 2, 2015) . Table 1 provides a comprehensive list of the programs quality metrics.
Individual practices receive a percentage of the cost-savings only if their entire participating panel or risk pool demonstrates quality care while maintaining cost-effectiveness and overall savings. Even if an individual NP provider or NP-owned clinic demonstrates excellent quality metrics and savings, financial rewards will not be realized if the participating panel does not meet the minimum metrics. Panel composition is determined by Anthem representatives and is based upon the size of various practices as well as location within the state. Each panel must have a minimum of 5000 eligible or attributed patients to form.
Governing rules for the PCSSP state that each participating provider or practice will be paid a per-member-per-month fee based on the collective severity of illness of his or her patients (B. Manter, e-mail communication, September 2, 2015). On the basis of documented medical diagnoses, each patient is assigned a health risk score, and providers receive between $3.00 and $7.00 per member per month, based on the potential risks associated with a patient's documented medical conditions. For instance, patients with coronary artery disease (CAD) or cerebrovascular disease (CVD) are rated higher than patients with gout. Therefore, they 42 NURSING ADMINISTRATION QUARTERLY/JANUARY-MARCH 2017 warrant a higher monthly payment to the participating provider. High-risk diagnoses, such as cancer, CAD, CVD, diabetes, asthma, and hypertension are a few of the diagnoses that command higher monthly reimbursement. In addition, patients who are frequent ED utilizers are also assigned a higher score. The money received by each clinic is to be used at the discretion of each participating provider or practice but is paid monthly to provide income to practices for care planning, care coordination, and establishment of systems to decrease ED utilization and improve medication adherence, all of which are costly to implement and maintain. Since the inception of the PCSSP, Wright & Associates Family Healthcare, PLLC @ Amherst, has received approximately $2500.00 per month, while the Concord facility, with fewer patients, receives $800.00 to $1000.00 per month, resulting in a total cash infusion of approximately $40 000.00 annually to these 2 clinics. The monthly payments can vary, as they are dependent upon the number of attributed patients within each practice multiplied by the risk score of each patient member.
In addition to this monthly, per-memberper-month fee, there is an annual incentivebased payout calculated as a percentage of the shared savings, attainment of quality metrics, achievement of NCQA Patient Centered Medical Home certification, and the number of attributed patients for each provider (B.
Manter, e-mail communication, September 2, 2015) . This incentive is calculated by combining the quality metric scores and cost-savings from all practitioners working in a particular risk pool (or panel) (B. Manter, e-mail communication, September 2, 2015) . , 2015) . While it is hoped that all participating practices within the state will receive this payout, it is possible that practices failing to meet metrics and save cost will not be included.
Before launching the PCSSP, Anthem representatives convened an advisory board comprising primary care physicians, an NP, and administrators to obtain feedback regarding the program and its overall functionality. Sean Lyon, APRN, FNP, of the Lifelong Care in New London, NH, served as the NP representative to the Anthem PCSSP advisory board prior to inception and remained on for the first 2 years of the program. He was instrumental, along with Kathleen Kidder, APRN, FNP, FAANP, in helping Lifelong Care become the first NP-owned clinic in the nation to achieve Level 3 NCQA Medical Home certification. He was also a member of the NH Chamber and recognized a unique opportunity this PCSSP presented for the NHCENPs. Sean reached out, via e-mail, to all members of NHCENP working in primary care. He requested a meeting to discuss the feasibility of an APRN (only) Risk Pool as a part of the New Hampshire Patient Centered Shared Savings Program (APRN Risk Pool, e-mail communication, November 9, 2012). As a result of that meeting, the idea of an NP-only managed panel was conceived. He then presented this NP-only risk pool (panel) to the Anthem representatives who agreed to structure the program by grouping all NP-owned practices within one risk pool, contingent on achieving at least 5000 attributed NP patients. The idea for the panel was simple: All participating NP business owners recognized that data obtained from the ACO would be invaluable to the body of literature surrounding NP practice. Both data on attainment of 29 quality metrics by NP-only managed patients and the cost of their care would be obtained. Since current regulations prohibit Medicare beneficiaries managed by NPs working in NP-owned and operated clinics from participating in a Medicare ACOs unless seen by a qualified physician, it was hypothesized that the information obtained from this ACO would provide actual data for rule makers on the federal level to modify the Medicare ACO regulations for the benefit of patients and communities.
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DATA FROM NURSE PRACTITIONER RISK POOL
During the first year of the PCSSP, the number of patients attributed to NP-owned clinics did not equal to or exceed the 5000 patients needed to form an ACO. Therefore, in order for the NPs to participate, physician's patients needed to be included within the NPrisk pool. During the first year, attributed NP patients made up approximately 51% of the panel. By year 2, the number jumped to 71%. Today (year 3 of the program), the panel is almost completely composed of patients managed exclusively by NPs (W. Wright, unpublished raw data, November 23, 2015). Despite the fact that not all patients within the ACO are managed by NPs working within an NPowned clinic, significant information specific to NP practices such as quality metric attainment and cost of care has been extracted. That information is presented in this article. 12% of a possible 12%, and utilization 21.79% of a possible 40% for a total of 65.79% (Table  2 ) (B. Manter, e-mail communication, September 2, 2015). WAFHC @ Concord received 16% of a possible 16%, 32% of a possible 32%, 0% of a possible 12%, and 21.79% of a possible 40%, respectively, for a total of 69.79% (Table 3 ) (B. Manter, e-mail communication, September 2, 2015). Both clinics were shown to excel in preventive care. WAFHC @ Amherst improved significantly over the reporting period while WAFHC @ Concord did not demonstrate significant improvement (there were too few attributed patients to score) (B. Manter, e-mail communication, September 2, 2015). WAFHC @ Concord achieved maximum points on Acute and Preventive Care. While these scores may appear low at first glance, the all provider scores in the state are reported to range from a low of 30% and the high of approximately 75%. These NP-owned practices exceeded the minimum score required for the annual payout (W. Wright, unpublished raw data, November 23, 2015).
During the second year of the program, the NP panel had no hospital admissions for adults and children (B. Manter, e-mail communication, September 2, 2015) . Population health data suggest that, given the number of patients attributed to NPs over the course of the year, it should be predicted that there would be at least 7 to 8 hospitalizations (B. Manter, e-mail communication, September 2, 2015) . Cost of hospital care is significant and could negatively impact the overall cost of care of the panel, particularly if 1 or 2 of those hospitalized patients had a catastrophic event. The hospital admission scores for the referenced NP-managed patients were some of the lowest in the state of NH. Data showed that the NP-managed patients were up to 2 times more complex, based upon documented diagnoses (such as CAD, CVD, diabetes, and chronic kidney disease) in comparison to the average of MD-managed patients.
In both years of the program, the NP risk panel met and exceeded minimum quality metrics while demonstrating cost-savings. All NP clinics received end-of-year payouts for both years of the program. In year 1, payouts to the NP-owned practices ranged from a low of $15 000.00 to a high of $125 000.00. WAFHC @ Amherst received approximately $90 000.00 and the Concord facility received approximately $35 000.00. Clinic owners reported that other NP-owned clinics within the state received $80 000, $50 000, and $35 000. A total of $300 000.00+ was earned by NP-owned clinics in first year of reporting (W. Wright, unpublished raw data, November 2015). Nurse practitioner business owners shared that the money earned was used to hire additional employees, upgrade outdated equipment, payoff business loans, and provide raises and bonuses to employees (W. Wright, unpublished raw data, November 2015).
The second year of the PCSSP payout was reduced but was still substantial to the NP business owners and their practices. Payouts ranged from $10 000.00 to a high of $65 000.00. WAFHC @ Amherst received approximately $45 000.00, while the Concord facility received $20 000.00 (W. Wright, unpublished raw data, November 2015). When payouts came in lower than expected in the second year of the program, all NP business owners were quick to discuss the results of the scorecard and to identify quality improvement programs that could improve the entire panel's metrics. Each NP business owner assumed responsibility for examining their own numbers and implementing programs to improve care.
Nine NP practices and 9 physician practices make up the current NP risk pool. Four of the 5 practices, which provided the lowest cost of care per member per month, are NPowned and operated (W. Wright, unpublished raw data, November 23, 2015). The lowest cost of care on a per-member-per-month basis was provided by an NP-managed group. That group's cost of care to the insurer was $234.84 per member per month, for 5.25% of the 5000 member risk pool. The highest cost of care was provided by a physician-managed group comprising 7.03% of the panel, which cost $658.70 per member per month to the insurer. Only 1 physician-managed panel ranked in the top 5 for lowest cost of care per member per month (W. Wright, unpublished raw data, November 23, 2015). When the overall cost of the program was calculated across all participating providers within the NP-risk pool, the average NP-managed patients cost the insurer $476.07 per member per month. The average physician-managed patients cost per member per month was $552.92 (W. Wright, unpublished raw data, November 23, 2015). In summary, NP-managed patients cost the system an average of $66.85 less per member per month than the physicianmanaged patients (Table 4 ) (W. Wright, unpublished raw data, November 23, 2015).
IMPROVEMENTS TO CARE FROM PARTICIPATION
As a result of the NP participation in this ACO, all NP-owned practices have initiated quality improvement programs to further enhance patient care. One NP-owned practice sent messages to all patients within the practice via the patient portal to explain the difference between ED and urgent care visits (W. Wright, unpublished raw data, November 23, 2015). This education was designed to educate patients about the differences in cost and care received in the ED care versus urgent care. The overall goal was to improve consumers' understanding so they can make better informed choices about their care.
Another practice sent a letter to all patients taking statins, ACE inhibitors/ARBs, and diabetes medications stressing the importance of medication adherence. Information was provided about the impact of poor medication adherence on increased risks of complications (W. Wright, unpublished raw data, November 23, 2015). WAFHC @ Amherst and @ Concord partnered with Patricia White, PhD, and her students in the MSN Family Nurse Practitioner program at Simmons College in Boston. Through this partnership, students collected data regarding the care of patients with diabetes, asthma, and depression, and the attainment of quality metrics pertaining to these disease states. These students proposed quality improvement techniques to enhance evidence-based care while improving quality metrics. While these may seem like simple practices to adopt, they may not be widespread practices among providers.
THE FUTURE OF THE PCSSP
Nurse practitioner involvement in governance activities is crucial to ensure that all providers have an equal voice, to raise concerns about measurability or feasibility of proposed metrics, and to suggest continued enhancements to the program. The continually evolving Anthem PCSSP is dynamic and makes changes based upon the work of its advisory 46 NURSING ADMINISTRATION QUARTERLY/JANUARY-MARCH 2017 7 Reported cost savings included a $9.51 reduction in per-memberper-month cost, with a total 1-year savings of $6.62 million. 7 In addition, there was a 3.5% reduction in ED costs, and a 1.6% reduction in ED utilization. 7 The cost savings were double what had been initially projected at the outset of the program. 7 In addition, participating providers of the PCSSP outperformed their peers in quality metrics by 4.3% in diabetes care, 4.3% in adult preventive care, 4.8% in monitoring of annual medications, 3.9% adherence to medications, and 9.6% in pediatric preventive care. 7 The advisory board members and Anthem representatives continue to explore ways of improving health care for beneficiaries while saving cost. Nurse practitioner business owners are doing the same by exploring new techniques for delivering evidence-based, cost-effective care. For example, WAFHC @ Amherst and @ Concord have launched a telehealth division to deliver cost-effective care and to help patients avoid ED/urgent care visits, when appropriate. Diabetes education (including diet, exercise, and weight loss sessions) are being provided through telehealth visits for $49.00. Depression follow-up visits are being conducted in the same manner. Many of the NP practices are open up to 12 hours per day and operate on Saturdays. One practice has expanded hours to include Sunday. The increase in availability is designed to reduce the need for patients to seek care in more expensive venues. The NHCENPs continue to meet regularly to discuss best practices and exchange ideas. As of this writing, the scorecard has closed for the third year of the Anthem PCSSP, and NP owners are looking forward to their quality metric and cost data.
SUMMARY
In 2012, the primary care NPs of NH came together with Anthem (BC/BS) to form this country's first PCSSP (ACO) composed of patients managed in NP-owned and operated clinics. Data from the first 2 years have provided compelling, positive results. Nurse practitioners enrolled in the program have demonstrated attainment of 29 quality metrics, while maintaining a low cost of care delivery. During the second reporting year of the program, no NP-managed patients were hospitalized. As a result, hospital admission rates have been among the lowest in New Hampshire. Patients managed by NPs working in NP-owned clinics cost Anthem an average $66.85 less per member per month than the physician-managed patients. Data obtained from the Anthem ACO provide evidence that NPs provide quality, cost-effective health care. Our conclusion is that including NPs in Medicare, ACOs will decrease costs to Medicare through the provision of high-quality, cost-effective care provided by NPs.
